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Dear Boxer:

You are applying for a (new) (renewal) license to be a professional
boxer in the State of California. |If you fight in a Conm ssion-
approved contest not on tribal |land, contributions will be made
fromthe pronoter on your behalf to the Professional Boxers

Pension Plan. You are eligible to participate in the plan beginning
with your first fight. The Plan is in state |aws and regul ati ons,
whi ch regul ate boxing in California. Enclosed for your information
is a summary of the pension plan, which we refer to as the Summary
Pl an Description (SPD). The plan is adm nistered by the California
State Athletic Conm ssion.

To nmake certain that basic information about you gets properly
recorded in the records of the plan, please read through the SPD
and conplete the Enroll ment form and Beneficiary Designation Form
enclosed with this letter. You will learn fromreading the SPD
that enroll ment does not guarantee that you will receive a benefit
fromthe plan. You nust enroll and fight in enough non-tribal |and
contests to earn a benefit. Enrollnment will ensure your rights
under the plan. You will also receive periodic statenments about
benefits you may be earni ng under the plan.

It is very inportant that you notify the Athletic Conmm ssion every
time you change your address, so that we will be able to tell you
if you are eligible for a pension.

| f you have any questions about the plan, now or in the future,
pl ease contact the Commi ssion at the address shown bel ow and we
will be happy to assist in any way we can. Thank you.

Pl an Adm ni strator
Pr of essi onal Boxers’ Pension Pl an
1424 Howe Avenue, Suite 33
Sacranento, CA 95825
(916) 263-2195
(916) 263-2197 fax

Encl osures

G Pensi ons/ Enrol | 12/00
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PROFESSI ONAL BOXERS' PENSI ON PLAN

ENROLLVENT FORM

Full Legal Name of Boxer

Social Security Number

California Boxer License #

Foreign 1.D. Number (If
Applicable)

Address

Date of Birth

Date First Licensed As
Professional Boxer

Date of First Professional Bout

Marital Status DDMarried Date of Marriage
(If married, please provide Date
of Marriage) [ single [] pivorced [ widowed

Spouse's Full Legal Name

Spouse's Address

I have received the Summary Pl an Description (SPD) describing the Professiona
Boxers’ Pension Plan (Plan). | understand that the SPD is only a sunmary of the
provi sions of the Plan. It cannot provide every detail that nay affect ny rights or
benefits under the Plan

In the event of discrepancies between the description in the SPD, and the provisions of
the conplete Plan (included in the statue and regul ations), | agree that the provisions
of the Plan (and their respective anmendnents), and not those of the SPD, will control

I understand that a conplete copy of the Plan is available for inspection at the
offices of the California State Athletic Commr ssion during business hours. | can also
get a copy of the Plan and other docunents if | ask for themor if my authorized
representative asks for them | also understand that | nmay be asked to pay a
reasonabl e charge for copi es of those docunents.

| hereby apply for Participant status in the Plan. By applying for participation in
the Plan, | hereby authorize the Conm ssion to provide all necessary information about
me, collected on Plan forns or other Commi ssion records, to authorized agents and
representatives, as it deems necessary for the proper adnministration of the Plan

Dat e Pr of essi onal Boxer

G Pension/ Enrol | 2 12/ 00
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BENEFI C ARY DESI GNATI ON / CHANGE FORM

To: California State Athletic Conm ssion

Re:

Name of Professional Boxer

Soci al Security #:

California License Boxer #:

Forei gn | D#:

The Plan permits ne to nane a beneficiary or beneficiaries. | name the foll ow ng
person or persons to receive ny benefit fromthe Plan if | die:

Beneficiary(ies) “A’:
Name:
Soci al Security #:
Addr ess:
Rel ati onshi p:

O her Beneficiary(ies) “B": (if A dies before paynent)
Name:
Soci al Security #:
Addr ess:
Rel ati onshi p:

NOTE: If you are married, you nust nane your spouse as beneficiary
“A’” on this formunl ess your spouse consents to your nam ng
anot her person as beneficiary on the attached consent of
spouse form

The Plan will pay ny benefit if | die to beneficiary A. |If beneficiary Ais dead,
then it will be paid to beneficiary B. |f beneficiary A and B are both dead, then
the Plan will pay the balance to ny heirs by | aw

| UNDERSTAND | MAY CHANGE My BENEFI Cl ARY DESI GNATI ON AT ANY TIME. TH' S FORM
REVOKES ALL PRI OR BENEFI Cl ARY DESI GNATI ON (I F ANY).

NOTE: THE DESI GNATI ON OF YOUR BENEFI Cl ARY CAN HAVE | MPORTANT LEGAL AND TAX
CONSEQUENCES. YOQU SHOULD CONSULT W TH AN ATTORNEY OR OTHER

PROFESSI ONAL ADVI SOR TO THE EXTENT YOU DEEM NECESSARY BEFORE MAKI NG OR

CHANG NG A BENEFI Cl ARY DESI GNATI ON

Dated this _ day of , 20

Pr of essi onal boxer

G Pensi on/ Enrol | 3 12/ 00



CONSENT OF SPOUSE

NOTE: Only fill out this form if you are naming another person and your spouse is agreeing to
name another person as your Beneficiary. |f your spouse fails to consent to the primary
beneficiary designation, the Plan must pay your entire benefit to your surviving spouse.

| am the spouse of the Boxer named in the Beneficiary Designation/Change Form, and | hereby certify
that | have read the Beneficiary Designation/Change Form and fully understand that the property subject
to the designation is my spouse’s benefit under the Plan, and that | may be entitled to a portion of that
benefit if | survive my spouse. | am fully satisfied with the provisions of the designation, | hereby
consent to and accept the beneficiary designation, without regard to whether | survive or predecease my
spouse. Thisconsent is[choose either revocable or irrevocable] :

] Revocable in writing at any time prior to the death of my spouse or
] Irrevocable

If my spouse changes the beneficiary designation at any time in the future [choose either (@) or (b)]:

] @ | understand | must file asimilar consent to any new
designation, or this consent form is no longer effective.
] (b) | waive my right to withhold my consent to any future change

in designation. | understand | have the right to limit my
consent to the specific beneficiary designated on page 1 of this

form by checking box ().
| have executed this eection this day of , 20
_ Signature of Boxer’s Spouse
Witness By Notary
State of )
County of ;
Before me, the undersigned, a Notary Public, personally appeared who

executed the above Consent of Spouse as a free and voluntary act.

IN WITNESS THEREOF, | have signed my name and affixed my official notaria seal this
day of , 20 :

Notary Public

My commission expires:

G: Pension/Enroll4/Revised 1/01
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